Objective. 
O
ccupational therapists working on inpatient psychiatric units are often asked to assess clients' daily living skills and identify functional strengths and limitations. One purpose of these assessments is to recommend appropriate compensatory strategies to aid clients in returning to successful community living. Persons with mental disorders frequently have difficulty performing activities of daily living (ADL) because of the cognitive disabilities that accompany their illness (Kaplan, Sadock, & Grebb, 1995) . Occupational therapists can use the cognitive disabilities model as a framework to assess, record, and recommend compensatory techniques for managing cognitive disabilities. Allen (1985) defined a cognitive disability as "a restriction in voluntary motor action originating in the chemical/physical structures of the brain and producing observable limitations in routine task behavior" (p. 31). Routine tasks are activities one performs regularly and frefrequently, such as laundry, dressing, or shopping. One of the consequences of a cognitive disability is the inability to achieve satisfactory results in routine tasks of daily living Allen, 1992a) .
Failure to perform and complete routine tasks to a level that is commensurate with societal standards often leads to marginalization. Persons with cognitive disabilities are at risk of becoming burdens to their families and undermi ni ng undesirable tenants to landlords, increasing the possibility of homelessness. Belcher (1989) followed 132 discharged psychiatric patients for 6 months; 48 became homeless, with 81% identified as having cognitive limitations that interfered with their ability to perform routine tasks. Allen (1985) described six hierarchical levels of cognitive disability, with Level 1 (automatic actions) (Henry, Moore, Quinlivan, & Triggs, 1998) indicating severe disability requiring custodial care, and level 6 (planned actions) indicating an absence of disability. At Level 2 (postural actions), the client is mobile but requires total assistance for all self-care activities. At Level 3 (manual actions), the client needs constant supervision and moderate assistance. At Level 4 (goal-directed actions), the client needs minimal assistance with physical routine tasks, such as personal care, although his or her clothing and appearance may seem "odd." Clients at Level 4 need assistance in their performance of instrumental ADL, such as shopping, cooking, budgeting, and medication compliance. Because clients with a Level 4 cognitive disability cannot adapt to even minor environmental changes, routine is vital. At Level 5, a client's ability to adjust to changing steps in a task is observable. These persons can live independently but have limited capacity for planning and, as such, benefit from periodic support (Allen, 1987) .
In her early work, Allen (1985) noted that a person's quality of performance improved as his or her psychiatric symptoms were ameliorated. Later, she outlined occupational therapists' responsibilities on the basis of change in clients' disease status (Allen, 1992b) . For example, in the acute stage of most psychiatric illnesses, clients are not usually "medically cleared" to engage in activities, and occupational therapy services are typically not provided. In the postacute stage when cognitive levels stabilize and the client is preparing for discharge, the occupational therapist can recommend the least restrictive, yet safest, discharge environment for a client. During the rehabilitation stage when the client is medically cleared to engage in functional activities, the occupational therapist can enable the client to use residual abilities to resume participation in his or her routine daily activities. At the long-term-care stage, the goal is to help the client maintain current functional abilities.
Often, occupational therapists observe in the clinic that the verbal skills of clients recovering from psychiatric illness can be ameliorated before their recovery of problemsolving abilities related to performing routine tasks. In other words, a client can sound better than he or she actually performs. Objective measures of task performance are vital in assessing the readiness of the postacute client for discharge. The Allen Cognitive Level Test-90 (ACL-90) is a brief screening instrument that assesses cognitive level and generates practical recommendations regarding discharge (Allen, Kehrberg, & Burns, 1992) . The second edition of the Routine Task Inventory (RTI-2) is an interview that focuses on 14 ADL (Allen et al., 1992) . The development and psychometric properties of the ACL-90 have been well documented (Allen et al., 1992; Penny, Mueser, & North, 1995) . The property still lacking empirical demonstration is the stability of the score over time in the postacute stage of a psychiatric illness. The stability of a client's cognitive level at the postacute stage is important, because occupational therapists' recommendations are generally based on the evaluation of a client in the postacute stage of his or her illness.
Research on the RTI-2 has been limited to the original edition and the caregiver version (Heimann, Allen, & Yerxa, 1989) . The caregiver version may not be appropriate for use with a mental health population because it can be demeaning for clients. For example, it appears inappropriate to inquire about a client's personal care habits from a third party if the client is capable of providing the information and performing personal care tasks, albeit at a compromised standard. In addition, many persons with long-term mental health disorders lack a consistent social support network of persons who could appropriately and accurately respond to the questionnaire. On the other hand, a potential disadvantage of relying only on client self-report is compromised accuracy. For a sample of geriatric inpatients with depression, Rubenstein, Schairer, Wieland, and Kane (1984) compared self-report, caregiver report, and nursing report of a client's performance ofdaily living skills. Compared with the nursing report, clients somewhat overrated their abilities, whereas caregivers tended to underrate clients' abilities. The scores from all three reports were similar, but not identical. Because biases potentially occur in all three reporting strategies, self-report can be considered a reasonable source of data about a person's level of functioning, Currently there is no empirical data on the relationship between the self-report version of the RTI-2 and the ACL-90. There are also no data on the relationship between cogcognitive level measured immediately before discharge (when many occupational therapists perform assessments) and performance of daily living skills after discharge and during readjustment to living in the community. The purpose of this study was to evaluate the relationship between cognitive functioning at time of discharge as assessed by the ACL-90 and performance of daily living skills at 1 month after discharge as assessed by the RTI-2.
Method

Participants
The participants in this study were in either the postacute or the rehabilitation stage of their illnesses. Participants who were identified by the inpatient treatment team as experiencing difficulty in self-care or community living skills were recruited from three inpatient units of a university-affiliated psychiatric research facility in a large North American city. None of the participants demonstrated (a) a neurological impairment (e.g., developmental delay, acquired brain injury), (b) a physical disability that interfered with self-care and productivity skills (e.g., a hand impairment), (c) an Axis I diagnosis of psychoactive substance abuse disorder (excluding nicotine dependence) (American Psychological Association, 1987) , (d) a severe auditory or visual limitation, (e) an inability to understand English, or (f) an inability to make treatment decisions.
The sample size was determined by setting the significance criterion (a 2) for a nondirectional test at .05, the power of the study at .80, and the effect size (r) at .5. The effect size chosen was based on a study by Heimann (1985) , who examined the relationship between the ACL and RTI in a population with chronic mental illness and found a correlation (r) of .54. Thus, with these specifications of a 2 and r, the number of paired observations (X, Y) required in this study's sample is 28 in order to achieve a power of 80% (Cohen, 1988) .
Although 55 participants were recruited for the study, the actual sample consisted of 40 participants, because 15 were either readmitted before postdischarge measurement or did not return to complete the postdischarge measures. The sample was made up of 24 men and 16 women ranging in age from 18 to 55 years (M= 35.8 years). All had an Axis I or Axis II mental disorder (APA, 1987) . Participants were Euro-Canadian (82.5%), African-Canadian (5%), and Asian-Canadian (12.5%). Table 1 contains additional demographic data of the sample.
Instruments
The ACL-90, a brief visuomotor screening test, was used to assess cognitive ability, specifically the ability to follow verbal directions with demonstrations, to solve problems involving a progressively more elaborate task, and to learn through demonstration and trial and error (Allen et al., 1992) . The test requires replication of three increasingly complex leather-lacing stitches. Cognitive ability is rated according to error frequency and type, ability to recognize and correct errors, and the level of assistance required on a 25-point ordinal scale (lowest = 3.0, highest = 5.8). Interrater reliability has been established at .98 (Penny et al., 1995) .
The two ACL-90 raters were experienced in administering the instrument. To establish consistency between the raters, they separately administered the ACL-90 to two clients who were not included in the study. The raters' results were identical. In addition, ACL-90 field notes for 20 of the 40 participants were reviewed by an independent rater blind to the scores. Relying solely on the field notes, the rater arrived at the same ACL-90 scores.
The self-report version of the RTI-2 was used to rate performance of daily activities (Allen et al., 1992) . The RTI-2 is administered as an interview to either the client with a cognitive disability or to a person (e.g., roommate, caregiver who is familiar with the client's performance of routine tasks. The instrument is divided into instrumental and physical scales (see Table 2 ). The instrumental scale measures tasks related to community living, such as securing and preparing food and managing income. The physical scale measures self-care tasks, such as feeding and bathing. Each scale is composed of seven items. Scores for the instrumental scale range from 2 to 6, and scores for the physical scale range from 1 to 5 (Allen et al., 1992) . Item scores are the cognitive levels associated with the behavioral description for each of the 14 tasks (e.g., laundry) on the RTI-2.
Questions are used to probe for more specific information about the steps involved in the task, such as frequency of performance and assistance provided from others. The participant is also asked whether he or she has experienced social consequences for inadequate task performance and whether he or she has insight into the social consequences of inadequate performance. Three RTI-2 raters were trained in the administration and scoring of the instrument by assessing clients not included in the study. The first two authors reviewed the field notes of all the administered RTI-2s to confirm standardization of scoring and were satisfied that the RTI-2 examiners were correctly scoring the participants' responses. Currently, data do not exist on the interrater reliability of the RTI-2.
Procedure
A member of the research team not directly involved in the client's treatment approached potential participants m explain the purpose, procedures, risks, and benefits of the study. If the client was willing to participate, the researcher obtained informed consent. Demographic information was collected from the participant's medical chart. The ACL-90 was administered twice: (a) no earlier than 7 days before participant's discharge (Time I) and (b) 21 days to 28 days after discharge (Time II). The RTI-2 was administered only at Time II. To control for experimenter bias, three researchers were involved with each participant, and a different researcher administered each instrument at Time I and Time II. At the completion of the study, each participant was given an honorarium of $25.00 and two transit tokens for travel.
Results
With t tests, chi-squares, and Fishers exact test analyses, it was determined that there was no significant difference in ACL-90 Time I scores, age, gender, marital status, educational level, employment status, source of income, ethnic background, community support, chronicity, or Axis I diagnoses between the 40 participants who completed the study and the 15 participants who dropped out. The mean ACL-90 score was 4.89 at Time I and 5.03 at Time II for the parparticipants who completed the study. The mean RTI-2 score was 4.81. The mean RTI-2 scores were 4.90 for the instrumental scale and 4.72 for the physical scale (see Table 3 ). The relationship between predischarge cognitive functioning and postdischarge performance of daily living skills was examined with Spearman rank order and Pearson correlation coefficients. Because there was no difference in the results between the two tests, Pearson correlation coefficients are reported (see Table 4 ). There were no significant correlations between the ACL-90 Time I scores and RTI-2 scores and between the ACL-90 Time I score and the instrumental scale or the physical scale. There was a significant correlation between ACL-90 Time I and II scores, between ACL-90 Time II and RTI-2 scores, and between ACL-90 Time II and the instrumental scale. There was not, however, a significant correlation between ACL-90 Time II and the physical scale.
To examine the possible effects of psychotic disorder versus a mood or anxiety disorder, the sample was stratified into two groups: (a) psychotic disorders, including schizophrenia, delusional (paranoid) disorder, and psychotic disorders not elsewhere classified; and (b) mood and anxiety (nonpsychotic) disorders group, including bipolar disorder depressive disorders, and anxiety disorders (APA, 1987) 9 The two groups did not differ significantly, across any of the demographic variables. The mean scores for the psychotic and nonpsychotic groups did, however, differ si gni fi cant l y for the RTI-2 scores overall (t = -2.45, p < .02), the instrumental scale scores (t = -2.13, p < .04), and the physical scale scores (t = -2.35, p < .03). In each case, the nonpsychotic group had a higher mean score. The correlation coefficients between scores for each of the two stratified groups did not differ from the whole sample, except that there were no longer significant correlations between ACL-90 Time II and RTI-2 scores (r = .43, p < .74 and r = 9 19, p < .39), or between ACL-90 Time II and the instrumental scale scores (r = .45, p < .061 and r = .25, p < .26) for either the psychotic or the nonpsychotic group (see Tables 5, 6 , 7).
Discussion
Cognitive functioning over a 1-month period after discharge, the period identified by Allen (1992b) as the postacute phase, remained relatively consistent when measured by the ACL-90. The RTI-2 and the ACL-90 correlated when administered on the same day; however, the RTI-2 did not correlate with the ACL-90 when it was administered immediately before discharge. Therefore, results suggest that predischarge cognitive functioning when assessed at time of discharge by the ACL-90 does not correlate with postdischarge performance of daily living skills when measured by the RTI-2. On first examination, these results appear incongruous. If the ACL-90 scores correlated over time and the ACL-90 Time II and the RTI-2 scores correlated, then one might logically presume that the ACL-90 Time I and the RTI-2 scores should also correlate. Inadequate statistical power because of small sample size is not a likely possible explanation because the power analysis established a required sample size of 28 to achieve power of 80%, and the present sample consisted of 40 participants.
Furthermore, the incongruous results cannot be explained by the inherent flaw of self-report interviews about ADL. Often, the researcher administering a self-report interview cannot be fully certain whether the interviewee is reporting actual performance or idealized performance. In this study, the self-report measure (RTI-2) correlated with the performance-based cognitive assessment (ACL-90) when both instruments were administered on the same day. This result suggests that client-reported performance can provide meaningful data consistent with an objective evaluation.
Another point regarding the RTI-2 scores is that the mean score of the RTI-2 was lower than the mean score of the ACL-90 for both administrations. Although there are limitations in drawing conclusions from mean scores, we were nonetheless surprised to discover that a verbal selfreport measure yielded lower mean scores than did the "objective" performance-based measure of the ACL-90 (see Table 7 ). The lower mean score of the RTI-2 may be explained by the introduction of items related to social consequences of inadequate performance, which may have neutralized or balanced the participants' idealized performance of routine tasks. Further research is required to determine the reliability of the self-report version of the RTI-2.
One possible explanation for the lack of correlation between the ACL-90 at Time I and the RTI-2 may rest in changes in cognitive level over time. The correlation of the ACL-90 at Time I and Time II is strong and significant, but not perfect, suggesting that the cognitive level of some of the participants had changed over time. The change in cognitive level between the ACL-90 at Time I and the RTI-2 was sufficient to prevent a correlation; however, when administered on the same day, the ACL-90 and RTI-2 correlated.
The inherent differences between the two instruments may be another possible explanation for the incongruous results. The correlation of the RTI-2 and the ACL-90 at Time II is only moderate, indicating that the instruments do not measure exacdy the same constructs. The ACL-90 uses an activity that was not routinely performed by most of the participants of this study. The RTI-2 relies on the participants' self-reported performance of routine tasks.
The moderate correlation may reflect the difference between evaluating the performance of a novel task and an interview about familiar activities.
The correlation between the RTI-2 and the ACL-90 at Time II is within the moderate range. The moderate correlation cannot be easily explained by the reliability of the test administrators because sufficient training was provided to ensure that they were competent in administering and scoring the RTI-2, and their scores were double-checked by the first two authors. One might expect the correlation to be higher between the two instruments when administered on the same day. A possible explanation is Allen's original purpose and intent of the ACL-90 as a screening tool to evaluate cognitive level. The instrument was not designed as a single assessment to evaluate all aspects of cognitive disability; rather, performance on the ACL-90 provides the occupational therapist with an initial hypothesis about what tasks, or steps of a task, a client is capable of completing. The therapist must then test the hypothesis derived from the ACL-90 score. The ACL-90 measures cognitive level, not proficiency, in performing a routine task. The results of this study reemphasize the flaw in using the ACL-90 as the sole evaluation of a client's functioning.
Occupational therapists who rely solely on the ACL-90 as a predictor of a client's ability to care for self and others and a client's need for support may, in fact, be jeopardizing the client's safety. Unlike the performance of most routine tasks, the ACL-90 only requires a relatively brief surge of concentration. The ACL-90 does not address skill proficiency, previous learning, motivation, or stamina, which are essential features of performing community living skills. In contrast, the RTI-2 provides information relevant to a client's performance of community living skills by yielding data about patterns of disability through a framework that examines several tasks relevant to community living. Therapists can be more assured of their recommendations regarding community living by using a combination of assessments that includes the ACL-90 and the RTI-2. There is some evidence that diagnosis is a variable in the correlation between ACL-90 and RTI-2 scores. Of interest was the stronger correlation among the participants in the psychotic disorders group than among the participants in the nonpsychotic disorders group. The small sample size in psychotic disorders group (n = 16) versus the nonpsychotic disorders group (n = 24) contributed to the lack of significant correlations between the ACL-90 at Time II and the RTI-2. This finding suggests that the ACL-90 might be a better predictor of community living, as measured by the RTI-2, for persons with psychotic disorders than for persons with nonpsychotic disorders.
An explanation for the stronger correlation for the psychotic disorders group may lie with the nature of the cognitive limitations associated with schizophrenia. The constellation of cognitive problems associated with schizophrenia is more severe and pervasive than the cognitive problems reported by persons with mood disorders. Cognitive impairments experienced by persons with schizophrenia are more stable over time, whereas cognitive impairments in persons with mood disorders are more likely to remit over time (Nuechterlein et al., 1998) .
Occupational therapists often use compensatory rehabilitation strategies such as adapting the environment or the task to assist persons with cognitive limitations. Allen (1992a) noted that eccentric behavior is permitted in a free society and that "as long as no injury is done to self or others, unusual behaviour is accepted and legally protected" (p. 9). Whereas eccentric performance of daily living skills may be tolerated or even admired, inadequate performance of daily living skills can lead to social consequences that interfere with community living. An important factor in successful community adjustment is the ability to adapt to social and environmental demands. Successful community living for psychiatric clients does not depend solely on level of cognitive functioning. The demands and supports of the environment are a factor, as are client characteristics and symptomatology. As Robertson (1993) noted, "Ordinary citizens are expected to provide ordinary care to others and to themselves" (p. 15). A higher level of cognitive functioning is required to live safely in an environment riddled with potential hazards. Adapting the environment, such as providing community support, is promoted by the cognitive disabilities model (Allen, 1985; Earhart, 1992) . Impairments in cognitive functioning require adaptations to the environment in order to prevent accidents that may lead to injuries or damage.
Limitations
Although the sample was heterogeneous in diagnoses, parparticipants were generally more educated than the general population and racially homogeneous. Only participants who could benefit from an occupational therapy functional assessment and who could commit to attending a followup appointment were selected for the study. Consequently, the results cannot be generalized to the whole population. Brown, Moore, Hemman, and Yunek (1996) suggested that functional assessments should be performed in the client's discharge environment as opposed to a contrived clinical setting. A major limitation of situational assessments is that Note. n = 16 for the psychotic disorders group; n = 24 for the nonpsychotic disorders group. ACL-90 = Alien Cognitive Level Test-90; RTI-2 = Second Edition of the Routine Task Inventory.
Directions for Future Research
they do not allow for consideration of how a client copes with unexpected events or pressures. Failure m adapt m exigencies can lead to disruptions in a client's routine and his or her social supports and possibly lead to rehospitalization. Rather than discarding existing functional assessments, occupational therapists should refine currently available assessments, such as the ACL-90 and the RTI-2. The purpose of these refined functional assessments should be to evaluate performance of familiar tasks and how clients adapt to exigencies in familiar environments. For example, in this study, one participant who lived alone reported in the RTI-2 that he relied on a community occupational therapist to assist him with his grocery shopping and utility bill payment. A refinement to the RTI-2 may have included an exigency question such as, "If you had to go shopping and your community occupational therapist was not available, what would you do?" The participant's response could provide information on his or her problem-solving and reasoning abilities and could identify areas in which the occupational therapist and client need to work together to develop contingency plans. According to Allen (1985) , the role of the mental health occupational therapist is to assess cognitive level, adapt activities, and modify the environment consistent with the desires, capabilities, and needs of the client. The results of this study suggest that the RTI-2 and the ACL-90 demonstrate some promise in assisting occupational therapists in evaluating the functional implications of a client's mental disorder; however, because this study is the first to investigate the self-report version of the RTI-2, further research of this version is required to refine its reliability and validity. Additional research on the ACL-90 and its relationship to psychiatric diagnoses is also required to elucidate the cognitive limitations experienced by different diagnostic populations. The ACL-90 might also carry an inherent bias against familiar tasks, because it presents an activity that is relatively novel. Further research is required to evaluate the relationship between the ACL-90 and the performance of familiar versus unfamiliar tasks. 9
